Objective: The aim of this study is to investigate healing of fractures in patients with concomitant head injuries and to measure blood hormone levels to elucidate the mechanism of a possible accelerated osteogenesis. Materials and Methods: One hundred and sixty-two patients were included in this study and divided into 3 cohorts: group A with head injuries only (n = 52); group B with head injuries as well as longbone fractures (n = 50); group C with long-bone fractures only (n = 60). Fracture-healing parameters including time of appearance and thickness of the bridging callus, and blood hormonal assays were measured and compared using Student's t test. Results: The mean time to healing was significantly lower in cohort B (6.9 ± 2.9 weeks) than C (22.4 ± 8.7 weeks; p = 0.001). The mean thickness of the healing callus was significantly higher in cohort B (26.3 ± 9.7 mm) than C (8.1 ± 5.9 mm; p = 0.002). The mean healing rate was also higher in cohort B (4.5 ± 2.3 mm/week) than C (0.38 ± 0.21 mm/week; p = 0.001). Blood hormonal assays in group B showed higher values of parathyroid hormone and growth
Introduction
The increased rate of fracture healing and abundant callus formation of long-bone fractures in patients with concomitant acute post-traumatic head injury and the frequent occurrence of heterotopic ossification are wellknown orthopedic observations [1] [2] [3] [4] [5] [6] . In spite of numerous attempts to establish the mechanisms involved whereby severe head injury influences osteogenesis at a distant site, the relation remains poorly understood. Some studies have shown that the cause of these clinical observations could be due to either circulating humoral factors, which are released in the damaged brain, or through di-rect nerve signaling pathways [7, 8] . Neurohormonal or neurohumoral mechanisms were also suggested in other studies [9, 10] . Therefore, the aim of this study was to investigate fracture-healing parameters and the role of hormones in acute traumatic head injuries, in trauma patients with or without long-bone fractures.
Subjects and Methods
One hundred and sixty-two patients were included in this study. Inclusion criteria were patients being within the age group of 20-60 years, and without a history of chronic ill health or systemic diseases. Exclusion criteria were patients being on permanent medications and undergoing therapy for diabetes mellitus, ischemic heart diseases, chronic renal failure, endocrine diseases, and corticosteroid treatment for bronchial asthma, rheumatoid arthritis, other arthritides, and inflammatory and autoimmune diseases.
From September 19, 2011 , to October 1, 2013, patients were included in the study in 3 groups: group A comprised patients with severe head injury [defined as patients admitted to the intensive care unit with a Glasgow Coma Scale (GCS) score of 8 or less] without long-bone fractures; group B were patients with severe head injury and long-bone diaphyseal fractures (humerus, femur, and tibia), and group C consisted of patients with long-bone fractures only.
The participants recruited into each group were as follows: group A, 52 (males: 49 and females: 3); group B, 50 (males: 48 and females: 2), and group C, 60 (males: 55 and females: 5). The characteristics of the injuries including GCS, cause of injury, type of fracture and status of the participants are listed in table 1 . The GCS for groups A and B ranged from 3 to 8, and road traffic accidents were the major causes of the injury in the groups (A: 36, B: 45, C: 38). Head injuries were involved in groups A and B. Types of fracture in groups A-C included the humerus, femur, and tibia.
The computed tomographic (CT) data at presentation are listed in table 2 for groups A and B. The most important CT data for groups A and B were skull fractures in 33 versus 24, cranial bones only in 24 versus 18, subdural hematoma in 30 versus 16, subarachnoid hemorrhage in 28 versus 13, diffuse brain edema in 23 versus 32, and lobe and intracerebral hemorrhage contusion in 22 versus 24. All fractures of a long-bone in group C were managed surgically and skeletally stabilized using plates or intramedullary nails.
Healing parameters of long-bone fractures in groups B and C were calculated. It included time to union in weeks, maximal thickness of the union-bridging callus as measured in the CT scan, and healing rate, which was defined as the maximal thickness of the union-bridging callus in millimeters divided by the time to healing in weeks.
Blood samples were withdrawn from the injured patients of all groups at: (a) 24 h, (b) 72 h, (c) 1 week, (d) 2 weeks, and (e) 3 weeks from the time of injury. A 10-ml blood aliquot was withdrawn each time. These blood samples were processed by centrifugation and after separation of red blood cells; separated sera were preserved at -85 ° C.
The blood samples from different patient groups were used to measure the level of parathyroid hormone, growth hormone, cor- Group A: patients with severe head injury only; group B: patients with severe head injury and long-bone diaphyseal fractures. ticosteroids, adrenaline, noradrenaline, and leptin. Parathyroid hormone, serum growth hormone, and corticosteroids were assayed using an Immulite Automated Immunoassay Analyzer, which is a continuous, random access instrument and performs automated chemiluminescent immunoassays. The remaining hormones were assayed in serum using the enzyme-linked immunosorbent assay technique.
Statistical Analysis
The demographic and the clinical data of bone healing and hormonal assays were analyzed using SPSS for Windows (version 16). Means and standard deviations were determined. Mean scores between any two groups of patients were compared using the χ 2 square and the Student t test. A p value <0.05 was considered statistically significant.
Results
The mean age of the patients matched evenly in the 3 groups of the study, as shown in table 3 . The long-bone fractures in head injury patients (group B) showed statistically significant shortened times to appearance of a unionbridging callus in the follow-up X-rays compared to the times of union of fractures in patients with long-bone fractures only (group C; p = 0.001). In addition, long-bone fractures showed a statistically significant higher thickness of the union-bridging callus and the healing rate in B patients compared to C patients (p = 0.002 and p = 0.001, respectively), as shown in table 3 and figure 1 .
Head injury without or with long-bone fractures in groups A and B resulted in statistically significant higher values of parathyroid hormone compared to patients with long-bone fractures only (group C) and to normal levels in the healthy subjects (p1 = 0.03, paired t test between groups A and C; p2 = 0.01, between group A and normal average in healthy subjects; p3 = 0.04, between groups B and C; p4 = 0.03, between group B and normal range in healthy subjects). Patients with head injury com-bined with long-bone fractures (group B) had higher levels of parathyroid hormone compared with patients with head injury and no long-bone fractures (group A; p5 = 0.04). In all groups of patients, the parathyroid hormone fell to subnormal levels below the normal levels in healthy subjects from the end of the second week to the end of the third week (p2 = 0.01, p4 = 0.01, and p5 = 0.03 between group C and normal subjects); the parathyroid hormone levels in all groups are shown in table 4 and figure 2 .
Growth hormone was statistically significantly higher in patients of all groups compared to healthy subjects (p2 = 0.001, p4 = 0.001, and p5 = 0.002, paired t test). It fell to subnormal levels at the end of the third week in patients of group C only, as shown in table 4 . (2 -20) 0.38 5, 6 (0.11 -1) 1 p = 0.001, 2 p = 0.01, 3 p = 0.0001, 4 p = 0.001, 5 p = 0.001, 6 p = 0.001. Group B: patients with severe head injury and long-bone diaphyseal fractures; group C: patients with long-bone fractures only. Figures in parentheses are ranges unless indicated otherwise. All patient groups showed normal levels of corticosteroids compared to healthy subjects, without statistically significant differences between the patients in the different groups and during the whole 3-week period of followup. The levels were normal in group B compared to the slightly higher values in group C, and the normal levels in healthy subjects, but without statistical significance, as shown in table 4 .
Patients with long-bone fractures only showed consistent and statistically significant higher values of noradren- aline compared to patients with head injury alone or associated with long-bone fractures, and to the normal range in healthy subjects (p1 = 0.001, p3 = 0.001, and p5 = 0.001, paired t test). The levels of noradrenaline in patients with head injury with or without long-bone fractures were comparable to the hormone levels in healthy subjects during the 3 weeks of follow-up, without any statistically significant difference, as shown in table 4 and figure 3 .
The adrenaline showed the same pattern as noradrenaline with a statistically significant higher level of adrenaline in patients with long-bone fractures only compared to patients with head injury with or without long-bone fractures and normal levels (p1 = 0.001, p3 = 0.001, and p5 = 0.002, paired t test). Again, the levels of adrenaline in patients with head injury with or without long-bone fractures were normal or subnormal during the 3 weeks of follow-up, with a statistically insignificant difference, as shown in table 4 .
The assessment of leptin showed a statistically significant decrease during the 3 weeks of follow-up in blood samples of all groups of patients compared to normal levels (p1 = 0.002, p3 = 0.001, and p5 = 0.001, paired t test), as shown in table 4 .
Discussion
In this prospective controlled study, the findings that the healing of long-bone fractures was faster and had a more exuberant and florid formation of the union callus in patients with associated severe head injury compared to patients with long-bone fractures only confirmed those of previous studies [1, 8, 9] .
Based on the hormonal bioassay of blood samples from patients recruited in this study, the consistent and statistically significant higher levels of parathyroid hormone and growth hormone could indicate the hormonal or neurohormonal mechanism of the accelerated healing of long-bone fractures in patients with associated severe head injury.
The statistically significant higher level of noradrenaline and adrenaline in patients with long-bone fractures might only reflect a relative inhibition of nerve signaling of the sympathetic nervous system via neuromediators (mainly the principal inhibitory neurotransmitter γ-aminobutyric acid and possibly other neurotrophins or neuropeptides) in the hypothalamus in head injury patients with or without long-bone fractures. This in turn could lead to substantial mobilization of undifferentiated mesenchymal stem cells and osteoprogenitor cells to the peripheral circulation to induce accelerated abundant healing of long-bone fractures, indicating a combined neurohormonal mechanism to explain this accelerated healing [10] [11] [12] [13] [14] .
The normal level of corticosteroids in severe head injury patients with associated long-bone fractures could reflect a relative neuronal inhibition of the suprarenal cortex in producing the antiosteogenic corticosteroids, inducing an inflammatory condition, which is mandatory to bone healing. The statistically significant low blood level of leptin in patients with severe head injury and associated long bone fractures and in patients of the other groups might confirm its antiosteogenic effect due to its downregulation in the environment of accelerated osteogenesis. Karsenty [14] characterized the mechanism by which leptin regulates bone mass, showed that the sympathetic nervous system is the intermediate between leptin and osteoblasts, and therefore suggested that β-blockers, drugs which are used routinely to treat high blood pressure, could also help reverse osteoporosis.
Our suggested mechanism of accelerated bone healing in head injury patients with associated long-bone fractures confirmed the findings of previous studies [15] [16] [17] [18] [19] [20] [21] [22] [23] where released growth factors, basically bone morphogenetic protein, in brain-injured patients were in relation to increased bone healing, and where it was suggested that trauma to the central nervous system could increase the release of, or decreased uptake of, bone formation mediators that might enter the systemic circulation. Other chemicals might be released from the brain, which act to stimulate the local production of bone morphogenetic protein or other growth factors or mediators.
The traditional view is that bone healing and remodeling are regulated by autocrine/paracrine and hormonal mechanisms; recent work suggests an influence of higher integrating neuronal pathways, and the most striking evidence for this nervous system control is the leptin-hypothalamus inhibitory effect on the body bone mass. Several neuropeptides, neurotrophins, and classical neurotransmitters, such as noradrenaline and serotonin, were described as possible neuromediators [10] [11] [12] [13] [14] .
In their study of the anatomical analysis of the innervation of murine femora and the effects of denervation of these femora on the cellularity of the femoral bone marrow and the mobilization of the osteoprogenitor stem cells into peripheral blood, Afan et al. [10] concluded that the nervous system has an important role in the selective control of bone marrow cellularity, and that the denervation leads to a decrease in the femoral bone marrow cellularity and mobilization of progenitor cells to the peripheral blood. The study also indicates a possible nervous control of cell proliferation within the bone marrow. These studies confirm our results, and their conclusions support our proposed possible mechanism to explain the acceleration of bone healing in head injury patients.
The major strength of this study is its contribution to the understanding of the regulatory mechanism of bone healing, and that bone healing might be controlled neuronally and centrally via the hypothalamus-sympathetic nervous system pathway, through neuromediators of neurotransmitters, neuropeptides, or neurotrophins. Accordingly, we suggest that sympatholytic medications such as β-blockers and others may enhance bone healing and may have a therapeutic impact on the treatment of delayed fracture union and nonunion, but this should remain a topic for further experimental research work.
The limitations of our study include: (a) the determination of the exact time of union, whether clinical or radiological, and the controversies of definition of radiological union, which may need daily X-rays, which is impossible for very obvious reasons; (b) the dependence basically on the bridging callus as radiological criterion among others to assess union; (c) the recruitment of patients with different long-bone fractures (humeral, femoral, and tibial) which have different healing potentials and rates.
Conclusion
The current study demonstrated that long-bone fractures in patients with concomitant head injuries healed at a faster rate, and with more exuberant and florid callus formation, and suggested a combined neurohormonal mechanism with a central neuronal control by a relative inhibition of the sympathetic nervous system as a possible cause for such an accelerated healing.
